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Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (A1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND BLAN OF c{tonngg:r:on © | JDENTIFICATION NUMBER: ABUBRe COMPLETED
- —— L. TNOt03 8 WikG. — 0472505016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE. 2ip cOpE
SRRIS MERI TH & et e 3382 ANDERSONVILLE HiGHWAY
NORR' L H AR R etinte BA i) 4
kN S HE% d AND REH%FUT&TWN C,ENT ANDERSONVILLE; TN 37705 )
Ao - SUMMARY STATEMENT OF DEFICIENGIES b i PROVIDER'S PLAN OF CORRECTION %5)
PREFD¢ - (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD 8& COMPLETE
TAG ! REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: : . :og DEFICIENCY) .
N 000 initial Comments NOoD | M40l
Baséd on an annuil Licénsure siifvey and Corrective Actidn: The admi nistration
Investigation of complaint #38416 conducted and admtinistrator are reviewin
4/18/16 through 4/25/16 the facility was cited 2 . . ¢ it ¢ t
Type "A" penalty for failure to ensurs a systematic medication variances, Consultan
process was followed for Preventing significant Pharmacy Reports, and evaluating for
medication errors and fallowing physician orders ra he administrator is involved in
for:administration of medications. The facility's trends. The admi r loni
failure resulted in significant medication srrors for the root cause analysis and developing
7 residents (#22, #1 50, #169, #178, #31, #93, performance improvement projects.
and #177) of 16 residents placing the residents in s ; ver
an-environment detrimental to thair health, safety, This is an ongoing fE'VIEW, t.rowe' er
and welfare, there have been no issues identified.
The Administrator and the Director of Nursing Identification/Corrective Action:
were informed of the findings which were inictrati i i
detrimental to their health, safety, and welfare on Adrﬁam‘stratlon_amii administrator '
4/25/16 at 10:50 AM, in the Director of Nursing's reviewing medication varlances,
office. Consultant Pharmacy Reports, and
The findings were effective 317116 and ware evaluating for tren.ds- for the benefit of
ohgoing, alf residents. Administration is involved
in the root cause analysis and
N 401 1200-8-8-.04{1) Administration N 401 developing performance improvernent
(1). The nursing home shall have a full-time projects for the benefit of all res{de,"ts'
(working at least 32 hours per week) .
administrator licensed in Tennessee, who shall Measures/Systemic Changes: The
ngf funcgfon ;s the director ofunursing. Ar:{y administrator and DON have been
cnange of administrators shall be reported in - :
writing to the department within fifteen (15) days. educated on 4-27-16 by.the regl.ona.l
The administrator shall designate in writing an furse consultant regarding medication
indivigu?lf]to act in hif!her abs;}enge in ordfir to management. The District Director of
Pprovide the nursing home with administra ive : ietrict O
dirgction at all imes, The administrator shalf O?e.ratlon and the' District D.lrector of
assure the pravision of appropriate fiscal Clinicaf Services will meet with the.
reésources ang personnel required to meet the
needs of the residents,
islon of Health Care Faciiyes
AURAT TITLE (XB)DATE
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o o FORM APPROVED
Division of Heaith Care Facilitieg ;
STATEMENT OF DERICIENGIES (X1} PROVIDER/SURPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATEISURVEY
AND PLAN QF CORRECTION [DENTIFICATION NUMBER: A BULDING. GOMP.;LETED
TNO103 B. WING — ' 04/25/2016
NAME OF PROVIDER oR SUPPLIER STREET ADDRESS, CITY, STATE, 1P CODE ’ |
3382 ANDERSONVILLE HIGHWAY
NORRIS HEALTH AND REHABILITATION CENT ANDERSONWLLE, TN 37705
(Xa) D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION P e
PREFIX {EACH DEFICIENCY MUST BE PRECERED BV FLLL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG °“°~°’5'RE"E“E§§,E,§.E‘,3 c':r%e APPROPRIATE DATE
N 401| Continued From page 1 N 401 Administrator and Director of Nursing
on a weekly basis in person or by phone
far one month to assure that the
Administrator and Director of Nursing
This Rule is not met as evidenced by: are aware of their roles and
Based on medical recorg raview, review of the responsibilities and to review progress
Medication Variance Record and Interview, the with this plan
facility falled to be adninistered in a manner to pran.
énsure significant medication errors did not ocour \ _ . itk
for 7 residents (#22, #150, #169, #1783, #31, #93, Monitor/QA: Administration will be
#177) and failed to ensiire paln medication was participating in root cause analysis
administered prior to wound care for 2 (#150, : ; f
#169) residents of 16 residents reviewed for Projects and pechrmarIce improvement
medication administration. The faciity's faiture to plans based on the audits and
snsure significant medication errors did not occur medication variances, These audits will
placed resident (#22, #1 $0, #169, #178, #31,
#93, #177) in an enviranment detrimental to their be present monthly by th.e PONar .
health, safety, and walfare. designee and the consuiting pharmacist
to the QAPI committee attended by
The findings included: . .
: o8t Administrator, DON, Medical Lirector,
Inferview with the Administrator on 4/25/16 at Unit Managers, Rehab Director, MDS,
1:24 PM,'in the conference room confirmed the Consuitant Pharmacist, Social Services
Administrator had not been Invelved [n the , . . 5-27-16
process related to medication errors, Director, Maintenance Director, and
Housekeeping Director. . 4
N &0t 1200-8-6-.06(1)}(a) Basic Services N 601
(1} Performance improvement.
(@) The nursing home must ensure that there is
an effective, facility-wide psrformance
Improvement program to evaluate resident care
and performance of the organization,
This Rule is not met as evidenced by:
Based on medical record review and interview,
the Quality Assurance {(QA} Committee failed to
tivision of Heallh Care Facililies
\TATE FORM 8o
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Division ofiHealth Care Facilities
STATEMENT GF DEFICIENCIES (X1} PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
ARFLGNOTGORRECTION & .. IDENTIFICATION NUNBER: A éﬁmf;; ( )QQ_MPL.ETED
- INO103 , B, NS 04/25/5016
NAE OF PROVIDER OR SUPPLIER STREET ADDRESS, CATY, STATE, 2 CGDE
SR F e Sy 3382 ANDERSONVILLE HiGHwAY
NOI?EIS H ALTH AND BEH&EILIT&TION c?n'  ANDERSONVILLE; TN 37708 ..
{(x4)1D - SUNMMARY STATEMENT OF DEFICIENCIEY 5D - FROVIDER'S:PLAN OF CORRECTION {¥5)
PREF: (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX {EACH-CORRECTIVE ACTION SHOULD BE - COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDR TO THE APPROFRIATE DaTE
_ - o DEFICIENCY)
N601| Cortinud From pge 2 NS0T | NGO
identify and develop plans of actioh to ensure e ) . ,
physician orders and medications were Corrective Action: Ed“ca.t'o_" Was
administered as orderad for 7 residents (#22, provided ta the QAP! Commitiee on 4-
‘ﬂj"r #169, #178, #31, #93, #177) of 1% " | 25-16 and 4-27-15, to include
residents reviewed for medication administration, . . . .
The facility's failure to ensure significant involvement in the areas of medication
medication errors did not occur placed 7 management administrative functions,
residents (#22, #150, #1690 #178 #31, #93 ; - '
g ' ! ' 1T mES, catlon management adviso
#177) in an environment defrimantal to their medi . t ’ .ge , . v .
health, safety, and welfare, committee, medication variances, pain

management, and performance
impravement project/ract cause

Inferview with the Administrator on 4/26/16 at analysis for compliant/safe medication
114:00 AM, in the DON's offics confirmedithe QA administration.
Committee had not identified medication errors

The findings included:

a & problem. Further Interview confirmed the : fom-
fatility failed to ensure the nurses were following Iden‘fiﬂcation <orcective Action: The
the physician orders ang medicating the residents Quality Assurance Performance

aj ordered, Improvement Committee was advised
Interview with the Administrator on 41251186 at and educated.on 4'25-16;3”(1 4-27-16,
11:05 AM in the DON office confirmed pain was regarding their responsibilities, the

i ified as a prablem but the QA Commiﬂee did deve[opment of root cause anaiysis’
not develop a plan of care to identify the residents :
nj{ gelting medications as ordered. Further and the formulation of performance

Interview confirmed the facility did not develop an irmprovement plans, for the benefit of
aydit to identify specific medications or audit
medications administered and {0 ensureithe

medications were administerag as ordered. Measures/Systemic Changes:

N615 1200-86-06(2)(c)3. Basic Services | Ne1s | Quality Assurance Performance

f Improvement Committee will conduct
(2? Physician Services, monthly meetings using the Agenda
}

(d): The Medical Director shall be responsible for and tools provided in the toolkit with

the: medical care in the nursing home. The
Medicat Director shaf]:

all residents.

!
Aslon of Healtri.: Care Facllities
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=B DN Ugre Facilitias ; ;
STATEMENT O DEFICIENCIES (X1) PROVIDERISUPPLIERIGUIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GCORREGTION IDENTIFIGATION NUMBER: A, BUILDING: COMPLETED
- TNO103 B. WiNG 04/25/201¢
NAME OF PROVIOER OR SUPPLER 'STREET ADDRESS, CITY, STATE, 2IP coDE f
, 13382 ANDERSONVILLE HIGHWAY ,
NORRIS HEWLTH AND REHABILITATION CENT ;'ANDERSONVILLE, TN 27708 . ;
(X4) 5y SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUSY BE PREGEGED By FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L0 IDENTIFYING INFORMA'!’IONj TAQ CROSS-HEFEREBJEG!EI&EEJ%E ARPROPRIATE DaTE
N 801/ Cointinued From page.2 _ b ot Administrator &riving the meeting,
idgntify and develop plans of action to er_isure Cemmittee members collect, analyze, |
physician orders and medications were - "
agministered as ordered for 7 residents #22, and trend facility data pr lor o the ;
#100, #169, #178, #31, #03, #1 77)of 18- monthly meeting and arrive at the i
residents reviswed for medication adminfstration, ing prepared to discuss findings, |
Thie faciiity's failure to ensure significant’ meetfng P p ities f 8
mgdication errors did not occur piaced 7 Identify speeific Opportunities for o
reyidents (#22, #150, #169, #178, #31, #93, Improvement (OF1). Prioritize high risk, i
#1[7) in an environment defrimental to their : nd problem-prone ;
hegith, safety, and welfare. ‘ high volur'n'e and p . P ; ;
1 - epportunities. Determine the root ;,
Thi findings included: cause of identified OFI’s. Develop
Inerview with the Administrator on 4125/18 at Performance !mProverjne_:nt Plans (P1Ps) |
1100 AM, in the DON's office confirmedithe QA to address OFI's. Monitor and update
% mmgle hag “?;Iide'n:iﬁe? medic:litfon;:{’ors PIP's as needed to ensure sustainability, |/
a3 |@ problem. Furthar interview con rmed the _ i
Tagility failed to enstire the furses were following document progress/changes. AdHoc
the physiclan orders afid medicating the resldents QA’s will be held as needed. i
as orderad. ' ' :
: . . Monitor/QA: interdisciplinary Team
Inferview with the Administrator on 4i25/18 at ill participate in the OAPI Committee
11206 AM in the DON office confirmed pain was Wi participate . ’
idantified as problem but the QA Comnpittee did participate in root cause analysis, and
not develop a plar of care to identify the residents development of parformance (927-18
nat getting medications as ordeted. Further . : :
interview conflirmed the facility did not develop an improvement plans. .i
aydit to identify specific medicatlons or ajdit j
medications administered and to ensure the
mfdications were administered as ordered,
N 8151 1200-8-6-.08(2)(d)3. Basic Servicas N 615
(2 - Physitian Services. _
(db;' The Medical Director shall be responsible for
the medical care in the nursing home. The
Mgdical Director shall:
Mision of Health'Care Faclites
"TATE FORM o
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or N FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUFPLIERIGLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION - JDENTIFICATION NUMBER: A BOiLBiNG: 3 ¢ & COMPLETED
. _TNo103, 8. WiNG 04252016
NAME G PROVIDER 6R Supry EF STREET ADDRESS, CITY, STATE, 2P GBDE
SRS HERT 111 AV ey S 3382 ANDERSONVILLE HIGHWAY
”‘?, R{S HE‘?‘LTH,&H'?._’.."_EH'?}E!'TWATIDN CENT ANDERSONVILLE, TN 37705 , _.
{Xay1D i SUMMARY STATEMENT OF DEFIGIENCIES D . . PROVIDER'S.PLAN OF CORRECTION X5)
PREFIX (EAGH DEFICIENGY. MUST BE PRECEDED BY FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRossrREFEREéué:elgIEg CT\‘:;E APPROPRIATE DATE
N 675 | Continued From page 3 N8i5 | Ne1s
3.;. Review reports of all aceideits or unusual . ) X
indidénts occurring on the premiges, identlfying Corractive Action: Education was
hazards to heajth and safety and recommending provided to the Medica! Director on 5-

cofrective action to the administrator; 1+16 to include involvement in the

areas of medication management
administrative functions, medication

This Rule is not met as avidenced by: management afivlsory co.mmlttee,
Based on review of the Medical Director Services medication variances, pain
Ag‘re?metnt, facility ?o!icy review, review of facility management, and performance
investigations, medicaf record review, and 5 .
interview, the facillty failed to ensure the Medica ‘MPprovement project/root cause
Difector participated i the development ang analysis for compliant/safe medication
implementation of resident care pelicies to ensure administration.

Physician orders were followed and medications

were administered as ordered. The facility's . R s
failure placed 7 residents (#22, #150, #1860, #178, Identification/Corrective Action Corrective Action; The
#31, #93, #177) in an énviornment detrimental to Medical Director was advised and
their health, safety, ang weifare, educated on 5-1-16 regarding her
The findings included: responsibilities, for the benefit of all
residents,
Review of the Medical Director Setvices
Agresment revealed "...Duties & [and] Measures/Systemic Changes: On
Responsibilities of Madicat Director...Coordinate . . - .
rnedical care in the Facllity to insure the 5/ 1{ 2016: Medical Director re-wewed
adequacy and appropriateness of the medical findings of alleged non-compliance;

Services provided, for example: Assist the

Medical Director approved rocess of
Adm inistrator and Director of Nurses in clinical PP P

program development and act as a consultant io medication recor.mmhatron,.trans.cnpt:on,
the Director of Nurses in matters relating to and documentation; Medical Director
resident care,," during facility visits will observe
Interview with the Medical Director on 4/26/18 at Medication Administration Rt_Tcords to
10:35 AM, in the conference room revealed when audit transcription; The Medical

asked what recom mendations the Madical
Director had made to the facility related to
medication errors the Medical Director replied the
nurses needed to be accauntable for their

ivision of Health Care Facllifies
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T FORM APPROVED
Division of Health Care Fagilities ;
STATEMENT OF DERICIENGIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION TE
AND PLAN OF CORRECTION IDENTIFICATION NUMBER i‘ rjuumme: , (xs)ggmii?grﬁw —’
TNO103 8 wiNG — __04125/2016
NAME OF F'RQ:VIDER QR SUPPLIER 'STREET ARDRESS, CITY, SYATE, ZiP coDE :
] ‘3282 ANDERSONVILLE HiG HWAY
NORRIS HE?ALTH AND REHABILITATION CENT ‘ANDERSONVILLE, TN 37705
{X4) 10 : SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X8
PRERIX i {EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFRIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG . REGULATORY ORLSC IDENTIEYING INFORMATION) TAG CROSS-REFEREgCEIgéﬁ g\l;i}E APPROPRIATE DATE
: . E .
N&1s5 Céntinued From page 3 N&15 Director will review, during the 2
3. Review reports of all accidents or unusual weekly QAPI meetings and monthiy
inGidents oceurring on the premises, identifying meetings patterns and trends from
hazards to health ang safety and recommending . .
corrective action to the administrator; audit and make .recommendatlons as
; needed for continued process
improvement.
Tﬁis Rule is not met as avidenced by:
Based on review of the Medical Dirsctor Services . . , )
Agreement, facility policy review, review of facility Monitor/QA: Medicat Director will
investigations, medical record review, and participate in the QAP! Committea
interview, the fasility faled to ensure the Medical -
Director participated in the development and atter?ded E.w Admams_trator, DON,
implementation of resident care pollcies to ensurg Medical Director, Unit Managers, Rehab
Physician orders were followed and medications Director, MDS, Consultant Pha rmacist,
were administered as ordered, The faclliity's , X .
failure placed 7 residents (#22, #150, #169, #1 78, Soclal Services Director, Maintenance
#:?1, #93, #1 ‘.’_?) In an enviornment tetrimental tg Director, and Housekeeping Director
their health, safety, and welfare. and will participate in root cause
The findinge included: analysis, and development of
. performance improvement plans.
Review of the Medical Director Services 5-27.16
Agreement revealed "...Duties & [and)
RespOnsibilities of Medical Diractor...Coordinate
medical care in the Facility Yo insure the
adequacy and appropriateness of the medioal
services provided, for example: Assist the
Administrator and Director of Nurses In clinical
program development and a¢t as a consyltant (o
the Director of Nurses in matters relating to
resident care..,”
Interview with the Medical Director on 4/25/16-at
10:35 AM, in the confarence room revealed whean
asked what recommendations the Medical
Director had made to the facility ralated to
medication errors the Medical Director replied the }
narses nseded to be accountable for their
Jivision of Health Care Fadiies i
STATE FORM - S84 EMXX11 {f continustion sheet 4 of 20
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Division of:Health Care Facilitias

STATEMENT ¢F. DEFICIENGIES {X1) Pnovmawsuppuewcm {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN of C?ORREQHON . :;QENTIFICA'!T‘IGN NUMBER,; ABUIDIKNG: < ¢+ COMPLETED
S TNO10E . 8 WING. . 04/25/2018
NAMEOF PROVIDER 6 SusbLiER ‘STREET ADDRESS, CITY, STATE, zp copE
REIS HEWE o &6 mep i 3382 ANDERSONVILLE HiGHWAY
N R DN s ’ N
ORRIS HEALTH AND REHABILITATION CENT ANDERSONVILLE, TN 37705 .
(Xayib L SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORREGTION (X5)
PRERXK | (EACH DEFICIENCY MUST BE PRECEDED BY £ULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG : REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRos&REFEREgggglég JHE APPROPRIATE DATE
N 615 Continued From page 4 Né15 N685
i e taa N
| 8 and "What cther '€ dois dut of m : .
hméﬁtda;cgs What dttie Aeople dals dut of my Corractive Action: Resident #22
f : received an assessment and treatment
N 685 1%00-8-6-.06(4}(1) Basic Services N 685 by the Nurse Practitioner, and was

transferred to the hospital on 3-18-16,

4:I : i ices. \
( ) Nursing Services Resident #93 had a transcription error

(1‘)1i “All drugs, devices and related matsriats muyst which was identified and corrected on
be administered by, or under the supervision of, 2 :

nursing ar other personnet in accordance with 3_8 16. Restc!ent #177 has been
feh,eral and state laws and regulations, including discharged Licensed nurses were
applicable licensing requiremants, and I educated on 4-26,4-27, and 4-28-16 by
accordance with the approved medical staff .

policies and procadures. DON, Unit Manager, and DDCs,

regarding medication administration

E
This Rule is not met as evidenced by: and emergency drug box usage,

Based on facility policy review, medical record

review, review of Medication Variance Report, Residents #150 and #169 have been
observation, and interview, the facility failed to discharged. The wound care nurse was
Hawent fs'g“'gfggt #maid'régc’; fggfgff?fs? (¥22, instructed on 5-3-16 by the DON to
residents reviewed for medication adminjstration communicate with medication nurse
o:‘}42 ge;.igﬁezrgs rTeviewed. The facility's failure the time wound care woulg be done.
piace » #1850, #1609, #1 78, #31, #93, #1 77) . ;

residents in an environment which was and to Tollow up- Res.tdent #163 has
detrimental to their health, safety, and welfare, been discharged. Resident #31 has

T ﬁ Ad i been discharged. Resident #178 hac
18 Administrator and the Director of Nursing .

were informed of the findings which were been discharged.

detrimental to their health, safety, and welfare on

4/25/18 at 10:50 AM, in the Director of Nursing's Identification/Corvective Action: Al

office. residents have the potential to be

. . N ed by transceription reors,
Review of facillty policy, Medication aff"z_m, dbytra s u? on e .
Administration, revised 6/08 revealod "Resident omission of medication, and incorrect
Madications are administered in an accurate,
safe, timely, and sanitary manner..,Medications

are administered in accordance with written
ori'ders of the attending physician,.. Verify the

1
vislon of HaaIT Care Facilifies
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FORM APPROVED

STATEMENT OF DEFICIENCIES | (x1) PROVIDER/SUPPUERIGLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND pL?N oF ?:oRREI_:crmN . g?ﬁNTlFICgIQ@[ﬁL_{@BEFt A BULBING: - w « QOMPLE_EED
. THD103 B. WING 0412515045
NAME OF BROVIDER B SUPpLIER 'STREEY ADDRESS, C17v, sTAfE, 2P cooE
NORRIS HEALTH AND ReHAGILT, TION CE} 13382 ANDERSONVILLE HiGHWAY
sl 0 s e TONOENT L e o L
(a0 o o SUMBMARY STATEMENT OF DEFICIENDIES 1D - PROVIDER'S-PLAN OF CORRECTION (X5)
PREFIX | |i {EACH DEFICIENCY MUST BE pREGEDER dy £t PREFIX (BACH CORRECTIVE ACTION SHOULD BE colpLETE
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE. DATE
: : DEFICIENCY)
N 685! Continuéd From page & N 885

lvision of Healﬁrjcare Facillttes
TATE FORM |

mgdication label agdinst the medication sheet for
aceurdey of drug frequency, d urétions, strangth,
and route. The nurse Ig respensible to relad and
follow precautionary or instructions on
prescription labels, If the laba) and madication
Sfieet are different and the container is not
ﬂqgged Indicating a change in directionsor if
there is any other regson to question the:dosage
or directions, the physician's orders are checked
for the correct dosage schedule...”

Mgdical record review revealed Resident #22 was
admitted to the facility on 6/7/10 and readmitted
on'3/23/16, after admission to the hospital after
and an overdose of Morphine suifate at the
fagity,

with diagnoses including Chronie Pain Syndrome,
Vascular Dementia, Diabetes Mellitus, Left Below

the Knee Amputation, Depression, ron Deficiency

Anemla, Morbid Obesity, Hypertension,
Pclajripheral Vascular Disease, Bipotar Disarder,
Congestive Heart Failure, Coronary Artery
Disease, Unspecifiad Psychosis, and
Hypokalemia,

Medical record review of the March 2016
Physician's Recapitutation Orders revealed
“..[Morphine fopiate narcotic analgesic, can cause
refsplratory distress and death when taken in high
doses] sol [solution] wisyr [with syringel...20 mg,
[milfigrams]/t mi. [milifliter] solution...1.25 mis (25
mg) sublingually [urnder the tongue] five times
daﬁi’illy routine (7 AM, 12 PM, 5 PM, 10 PM, 3
AMy., "

M%c_dical record review of a prescription for
Resident #22 dated 3/1 0/16 revealed "Morphine

sulfate 20 mg/s mi, 6 mj PO/SL [by

mouth/sublingually] at 7 AM, 12 PM, 5 PM, 10
PM, and 3 AM..."

dosages. The hursing staff has audited
to ensure ordé_rs are clarified for the
five identified residents. None of the
five residents experienced adverse
outcomes. 100% audit of physician
orders and MARs was completed on
4/25/18. licensed nurse's education
and competency tests were tompleted
on 4-28-16.

Measures/Systemic Changes: A 100%

audit of Physician Order Sheets and
MARs were completed on 4-25-16 by
Unit Managers and DON, etc. Licensed
hurses were educated on 4-26, 4.27,
and 4-28 by the Unit Manager, DON,
and DDCS on medication administration
including the 7 rights, transcript, and
documentation, Daily MAR audits ape
being conducted by Nurse Managers
and DON five times a week. This
process is ongoing. Clinicat Stand up
Meeting is attended by DON, Unit
Managers, MDS Coordinator, Rehab
Manager, Dietary Manager, and Activity
Director to review physician orders for
correct transcription onto MARs. New
employees will be educated during

EMIXH
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A o FORMAPPROVED
Division of Heaith Care Facilties . ,
STATEMENT GF DEFICIENCIES (X1} PROVIDER/SURPLIER/CLIA X2} MULTIRLE CONSTRUCTION 3} DATE SURVEY '
AND PLAN OF{CORRECTION IDENTIFICATION NUMBER: i. a}uu.ome: * }gOMPLSETFéD ]
o TNG103 B WiNG 04/25/2016
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N 885| Continved From page 6 N 685 orientation on the order transcription
‘ process. No employees will work prior i
Medical racord review of the 3/16 Medication to having education,
cord revealed on 3/10/18 the Morphine Sulfate . !
20 mg/5 ml, & mi PO/SL at 7 AM, 12 PM, 5 PM, ; : Random audits will be |
10 PM, and 8 AM was transeribad onto the Moniter/QA: Rando i
edication Record to reflect the change'in the conducted monthiy by consuiting ;
c:rncentraﬁonfstrength of the Morphine solution, pharmacist of physician orders,
. fngd ;
view of a Medication Variance Report dated mEd‘iajﬂon carts, and nurse "'“"?"d'“at'_on |
3118/16 at 10:00 AM revealad Resident 22 administration. DON or designee wil i
ceived the wrong dose (concantrationﬂstrength) perform weekly audits of medication
of Morphine Suifate. Gontinued review of the - : X ; e
edication Variance Report revaaled the resident administration until 100% comphfmce 'S :
8 to receive Morphine with a strength of 20 achieved, Results of the audits will be ;
9/5 ml oral solution, with a dose of 24 mg/Bml, esented monthly to QAP! Commiittes |
but had received Morphine 20 mg/ml with a dose présented mo _ Y fw; - i
120 mg/6 mi for 4 doses. Continued review of members consisting of Administrator, :
the Medication Variance Report revealed DON, Medical Director, Unit Managers, |
" .Outcome...hosp!ta!izat!on...temporary_. changs : t
in level of consciousness.. An error oceurred that Rehab D:'rector,.MDS, C-onsul.tan
ay have contributed fo or resglted in temporary Pharmacist, Sociat Services Director,
resident harm or required initial or prolonged Maintenance Director, ang :
h spitalization.., Housekeeping Director. | 5-27-18
view of the Individual Patient's Controlied
SJ.:bstanoes Record for Resident #22 revealed on :
3M7H. Merphine Sulfate Solution 20 ma/ml was ;
‘obtained from the facility's emergency supply, i
ntinued review of the Individual Patlent's :
Controlled Substances Record revealed Licensed
Practical Nurse (LPN#1) signed out 6 my (120
g) of the Morphine Sulfate solution for
administration to Resident #22 on 3/17/16 at
12:00 PM, 5:00 PM, and 10:00 PM, Continued
review of the Individual Patient's Controlied
Substances Recory revealed LPN #2 signed out
8Imi (120 mg) of the Morphine Solution for
administration to Resident #z2 o 3/18/18 at 3:00
! ,
Division of Heal%h Cara Facilifies : i
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2dical record revisw of the 3/1/16 through
NEms Medication Record revealed o 3aene
he Morphine Sulfate 20 mg/G mi, 6 ml po/st wag
circled as not administerad at 7.00 AM.

Madlcal record review of g nursing note dated
3/18/18 revealed "7AM CNA [Certified Nursing
Assistant #7] reports res. fresident] 'acting funny,’
Spoke with res & {2nd] he talked cheerful & knew
this nurses name. No distress at present...10
AW-Upon entering room-res presents with
decreased LOC [leve! of consciounsss], NP
[Nurse Practitioner] & RN [Registered Nurss] Sup
{supetvisor] notified & fallowing orders in MD
[n/;?’edical Doctor) orders...12p Res. alert with resp
[rgspirations] @ [at] 16, knows staff & agrees for
further TX lreatment] & eval {evaluation] to be
trans [transferred] to Inamed hospital]...”

Medical recard review of the NP progress note
d?ted 3/18/16 revealed . BP [blood pressure)
12/80...HR [heart rate} 80...RR [respiratory rate]
4 1pm [respirations per minute] Temp
[témperature] 101.4 O2 [oxygen) Sat [saturation]
93% [percent]...RA [raom air]...wheezing...awake.
able to verbalize...Narcan [opiate antidote] 0.8 mg
IM:intramuscular] given, did not respond, another
0.8 mg given & respirations up to 12/min [minuts].
Another 1 mg Narcan given & he improved to
16/min then 02 sat dropped to 83%,
at2 LPM [liters per minute] & O2 remains at 83%,
B/P dropped to 60/40 then improved, 4 mg
Narcan given & he briefly improved for several
minutes, then resp, [respirations) decreased with
11‘;}; seC. [seconds) periods of apnea-Sent to ER
[emergency roem]...1, Acute Respiratory Distress
[difficulty breathing requiring medical
intervention]. 2, Hypoxemia [low level of axyger,
3. Encephalopathy [malfunction of the brain
manifested by an altered mental state]. 4,
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Hypetérision flow biood pressurel. 5, Dyspnea

bgeath]..."

Medical record review of

H

[saturation level] at 929
[portable chest X-rayl-wh

M', dical record review of

Give 2 mg Narcan now.”
Miadioal record review of

was given too much Mor
night. Pt had decreased
dementia,,."

M;édical record review of
Physical dated

questions..."

M}adicm record review of
Summary dated 3/23/1 g

[dficult or iabored breathing, shortness of

3/18/16 at 10:40 AM revealed "Narcan 1 SmgIM
tintramuscutar injection] now, 02 to keep sats

ﬁr?halauon respiratory treatment} 1 ynit dose how,
NP‘rcan 1 mg IM again now..."

3 ‘1 8/16 at 11:00 AM revealed ".. Hold Morphine,

M_Ed!cal record reviaw of a NP's order dated
3!‘1 8/16 at 11:30 AM revealed "Send to ER."

Départment note dated 3/18/16 revealed *...The
patient presents to the emergency deparimeant
after a known overdose, that was accidental., bt
[patient] was at his rehabilitation center ang he

3/18/16 revealed ", .Chief
Compiaint: Overdose...apparenﬁy was sent into
the ER after he was difficuit to arouse. There was
cancern he may have been given 6 times as
prescribed {to] him on morphine...he was given
Narcan at the facility and has some
improvement...Hg is awake now and is answering

a NP order dated

or above, PCXR
eezing, fever, Duoneh

@ NP's order dated

an Emergency

phing avernight iast
LOC and has a history of

a hospital History and

a hospltal Discharge
revealed "...male with

vision of HealtFjCare Facllities
TATE FORM I

1
!
[

EMXXH

¥ contintation sheel g af 20




vesevieviao 130tV FRK BBS 484 T485
Bivision of Healih Care Facilities

Facility Document Center

B0035/0110
FORM APPROVED

STATEMENT GF DEFICENGES
AND PLAN OF|CORRECTION

TNOT03.

(X1) PROVIDER/SUPPLIERICLIA
- ADENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A BULDING: _ -+ -

(X3) DATE SURVEY
COMPLETED

B. WING

04/25/2016

NAVEE SF PROVIBER &k sUPPLIER
i Go loniiy B
NORRIS HEALTH AND REHABILITATION GERT

sms&z_'ﬁmpgg's%. CITY, STATE, 21p e
13382 ANDERSONVILLE HIGHWAY

: ANDERSONVIL LE: TH 37705

(KB | 1 - SUMMARY STATEMENT OF DEFICIENCIES

PREFIX | |: (EAGHDEFICIENGY MUST B PRECEDED BY FULL.
TAG ; - REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

1D - FEOVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
TAG GROSS-REFERENCED TO THE APPROPRIATE

{X5)
COMPLETE
DATE
DEFICIENCY)

N 685 Continued From page @

a

artery disease. The patiant also has mild

Diagnoses: 1. Toxic encapalopathy, lkely
secondary to medications,, The patient's

Mentation has im proved..."

B
h

doge. The pharm acy was contacted and a

Smi/dose. Two nurses were invoived in

instructed both nurses to meet with the

multiplé Frédical piobleris. had 4 history of
dirbetes witk neuropathy and petipheral artery
disease, congestive heart fallure...and corenary

dementia,..was apparently sent to the ER after he
as difficult to arouse, There was concern he
may have been given 6 times as prescribad on
his'morphine... The patient was admitted:for
further evaluation and management, Discharge

Morphine has been discontinued, The patient was
placed on p.r.n. [as heeded] hydrocodone.,

i
ReView of facility Investigation dated 3/24/18g,

pared by the DON revealed "[Resident #22)
ad & physician's order for Morphine Sulfate
Solution 20 mg/ml 1.25 mis (25 mg) sublingually
five times daily routine (7 am, 12 pm, & pm, 10
P, 3 am). This concentration is what was bein
dispensed by the pharmacy. On 3/17/16, the last
dose of this concentration was used at the 7am

request was made for G [Controlled Substance
S{:hedule ll] Continuance of Therapy prescription
was made, The pharmacy told the nurge that she
would have to get the 12N dose fram the ER
Narcatic Drug Box. The concentration of the
Morphine Solution in the ER Drug box is-100
mg./5 ml. [Resident 22 received 4 doses @ [at]

administering the wrong dose. When | was
notified Friday, March 18, 2016 of the error, |

administrator and me on Monday before returning
tojwork, At 8:00 am [LPN #1) came in to review
the incident...| questioned her about reading the
lapel and com pating with her MAR {Medication
Aqﬁ’;inistration Record). She stated that she was

N 885
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N 685 Chntinuad From page 10

in'a hurry and didnt check...10:30 am (LN #2)
came fo $peak with the adminisirator and me
about the Incident that occurred with [Resident

#22],

i
i
4 L

been

M

cduld

TATE FORM |-

i
H

am dose. When asked if she checked the label
forFéconcanzration, she said no..”

%erview with the Physiclan/Medical Dirsetor on
18/16 at 3:25 PM, in the confarence room
rejv,eaied the resident received the Morphine
Suifate due to severe general paln everywhere,
Continued interview revealed the Physician had

Merphine Sulfate on 3/1 716 and 3/18/186.
Continued interview revealed the resldent also
had an infection at the time of the medication

error,
cg-tgcentration of Morphine Sulfate had been
administered. Continued Interview reveaigd
some of the possible side effects of too much
cI:‘rphinna Sulfate included resplratory depression,
lethargy, and drowsiness, Continued interview
revealed on a smaller patient the dosage of
Morphine Sulfate administered to Resident #22

Telephone interview with LPN #2 on 4/18/16 at
10:05 PM revealed LPN #2 didn't usually work on
the unit where Resident #22 resided. Continued
in erview revealad LPN #2 should have noted the
¢ancentration of the Morphine, Interview
canfirmed LPN #2 had incorrectly administered
Morphine Sulfate Sofution 20 mg/ml, 6 mis (120
mg) to Resident #22 on 3/18/16 at 3:.00 AM,

Interview with the NP {who was present on
3/18/16, when the medication error wag
identified) on 4/16/16 at 14 15 AM, in the
canference room revesled RN #1 had notified the
NP there had been an error in the administration
vislon of Healt Care Facillies

LPN #2 said that she gave 8 ml. @ the 3

notffied the resident had received too mugh

‘Continued interview confirmed the wrong

have been deadly,

N 885
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N 685 C'!r.intinued From page 11 N 685

oft:ﬁésjgént #22's Morphine Sulfate. Continyed
interview revealed Whan the NP had first
exarmined the resident on 3/1 8/16, the resident
WES in respiratory distress, Continued interview
revealed the resident had shallow breathing and
was not breathing as many times per minute as
the NP would like. Centinued interview revealad
the resident's respiratory rate had been 12 per
minute and the NP would like the resplratory rate
Ig be 18. Continued interview revealed the NP

s at the resident's bedsidg during the time after
iHe incorract dosage of Morphine Sulfate had
been adrministered to the resident the resident's
Oxygen saturation leve! had dropped to 83% and
OXygen had been administered to the residant.
Frther Interview revealad while In attendance to
the resident it was discovered the resident had an
elevated temperature and the NP had thought the
resident might have preumonia. Interview
revealed the resident wasg transferred io the
hospltal related to fever, the rasident's oxygen
saturation level and blood pressure had dropped
indicating the resident had some other medical
condition in addition the incorrect dosage of
I\%‘rphine Sulfate on 3/18/18.

Telephonie interview with LEN #1 on 4/1 9/16 at
3115 PM revealed the facility had used ajl of
Resident #22's Morphine Sulifate solution, the
pharmacy had been contacted to obtain a code to
remove the medication from the facility's ER
narcotic box, Continued interview confirmed LPN
#1did not check the medication labet and had
ingarrectly administered Morphine Sultate
Solutlan 20 mg/mi, 8 mis (120 ma) to Resident
#22 on 3/17/16 at 12:00 PM, 5:00 PM, and 10:00
PM (3 consecutive duses). Further interview
revealed on the morning of 3/18/16 CNA (#7) had
reported the resident was "acting funny” however,
LIPN #1 had spoken to the resident and the

wislon of Health'Care Faciios
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resident had said héy nurse (name) and-did act 2
“litle silly.” Interview revealed the 7:00 AM ddge
ogMcrphine Sulfate on 3/18/16 was not
administered to Resident #22 due to andther
relsident had a medical smergency at that time
and LPN #1 was sp busy she had not
administered the Morphine Sulfate to Resident
#22.

Interview with CNA #7 on 4/26116 at 7:36 AM,
hear the nursing station revealed on 31816

en the CNA had enterad Resident #22's room,
the resident was "hard to wake up" was ¢onfused,
did not kriow it was morning, didn't recognize
CNA#7, who routinely provided care to fhe
resident, and had reported somathing was wrong
w‘th the resident to LPN #4.

|
inisummary: On 3/17/16 the facility had used ail

1 the prescribed Morphine sulfate sclution ordered

for:Resident #22 on 3/1 7/16, notified the
pharmacy and obtained Morphine suifate from the
ER narcotic box. LPN #1 and LN #i2 did not
ck}eck the label of the Morphine sulfate to verify
neentration/strength, and administered the
wréng dosage (120 mg) of the Morphine sulfate
to/the resident for 4 consecutive doses (3/1716
at12:00 PM, 5:00 PM, and 10:00 PM, and on
3M8/16 at 3:00 AM). The resident suffered
respiratory depression, was administered Narcan
a?ﬁhe facility then transferred to the ER, The
resident returned to the facllity on 8/23/15.

Medical record review revealed Resldent #4150
was admitted to the facility on 12/14/15 with
diagnoses Including Seif Inflicted Gun Shot
found to Face, Frasture of Facial Bones, Acute
waspiratory Failure with Hypoxia, Muscle
jeakness, and Acute Pain due to Trauma, The

restdent was discharged on 1/28/ 8.
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Medical record review of a Physician's Order
dated 12/16/15 revealed "...8tart {Morphine
Stlfate] 1mg SQ [subcutaneous) g 15 m
Iminutes] [before] wound care BID [twice 2
day]..."

(T3

Medical record review of the Controlled Drug
Record dated 12/17/15 revealed only 1 dose of
thdg Morphine Sulfatg 1 Mg was signed out as
agministered on 12/19/4 5, 12/21/15, 12/23/15,
12/24/15, 12/25/15, (instead of 2 doses as
ordered prior to wound care missing 6 doses) and
no:doses of the Morphine Sulfate was signed out
asadministered on 12/30/1 5,

|

Medical record review of the Non Pressure Skin
Céndition Record dated 12/21/15 revealed "...
{continue) wound care...Jchange] BID ftwice a
day). Resident [continues) to be resistant to
topching or cieaning wound but will aflow to some
d?grae if pain med given prior to [treatment)..."

the conference room and review of the Controlled
Drag Record confirmed the Morphine Sulfate was
net administered as ordered prior to wound care,

ln';erview with the DON on 4/20/16 at 1:24 PM in

Medical racord review revealed Resident #169
was admitted to the facility on 2/11/16 and

dmitted on 3/3/16 with diagnosis including
Mptor-Vehicle Accident, Traffic, Fracture. of Left
Femur, Fracture of One Rib, Right Adrenal
Hematoma, and Right Left Quadrant Hematoma
versus Abscess, Wound Repair, Fracture of Shaft
ofiLeft Fibula, and Mental Disorder. Resident
#169 was discharged home on 3/31M6.

M'édicaf record review of the Medication Record
dated 3/3/16 to 3/30/16 revealed no
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documentation Morphine Sulfate 2 ma/l, 1 mi sq
before wound care was administered.

Medical record review of the Physician's' Orders
dated 3/4/16 revealed "Morphine Sulfate 2
mg/ml, 1 ml sg [subcutaneous] 10 min [minutes]
bit:[before] wound care daity."

Medical record review of the Controlled Drug
Record dated 3/7/16 to 3/28186 revealed
Mgorphine Sulfate 2 mg/mi, 1 ml sq bif wound care
was signed out 12 fimes oyt of 26 doses orderad
(14 missed doses).

irterview with the Wound Care Registered Nurse
ORi4/20/16 at 10:00 AM, in the Conference Room
revealed she asked the LPN 1o medicate the
resident prior to wound Gare, returned to'the LN
and asked if the resident had been medicated
and proceeded with wound care,

1
interview with the DON an 4122116 at 9;50 AM in
the DON office confirmed there was no
ddcumentation on the Medication Record the
Mgrphine Sulfate was administered prior to
wound care as ordered by the physician {14
doses not administered as ordsred.

Medical record review revaaled Resident #178
was admitted to the facility on 7/17/15 with
disgnoses including Osteomyetltis of Lumnbar
Spine, and Endocarditis, The resident was
discharged on 8/25/185,

Medical record review of the Physician's
Recapitulation Orders dated 7/17/15 revealed

“.+Hydrocodone 57325 [2] tabs po q [every} 6
{hpurs] as needed pain,.."
!

Miaf'dical record review of a Prescription dated
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7/24115 revealed "...Hydrocodons. 5/325 mg

[np[llig‘ram] 1 tab po QID [4 times daily] PRN {as
needed] pain,,,”

M}sdical record review of the Pain Evaluation
dated 7/24/15 revealed "...Diagnoses Related to
Pain/Hurting...Generalized.."

Medical record review of the Individual Patient's
Controlled Substances Record revealed the
sident received 2 Hydrocadone 5/328 mag from
7 FZSM 5 to 8/4/15 (4 times tablets datly).

Review of the Medication Variance Report dated
7124115 revealed “...Medication
involved...Hydrocodona 3/325...Orlginal MAR
[Medication Administration Record] on Admission
3325 [2) tabs QID PRN, On 7/24/15 [Physician]
wiote a new [prescription] for Hydrocodone 1 tab
5!?25 po QID PRN/pain...order change for
prescription not transoribed to MAR...Actions
Taken Pt [patient] has received [2) tabs QID or Q
8 [hours) since admission {without] a change
décumentation reflecting new fprescription}...”

Interview with RN (Registered Nurse)Unit
Manager #2 on 4/20/16 at 2:15 PM, in the hall
confirmed the resident received 40 extra tablets
oflhydracodone from 7/25/15 to 8/a/15,

Interview with the DON on 4/21/16 at 810 AM, in
the DON's offlce confirmed g sigrificant
medication error had oceurred with the resident
receiving the extra doses of the Hydrocodone.

Medical record review revealed Resident #31 was
admitted to the facility on 1/7/15 with diagnoses
ineluding Nontraumatic Subarachnoid
Hgmorrhage, Muscle Weakness, Type 2 Diabetes
Mgllitus, Anxiety Disordet, Major Depressive
Ivislon of Health! Care Faciiies
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Disorder and Acuté and Chronic Respiratory
F alfure. The resident expired on 2/2/16.

Medical record review of a Fhysician's Telephone
Order dated 7/27/15 and timed 10 AM revealed
".1.Gentamycin {antibiotic) 80 mg M
[intramuscular] Q [every] 12. Get trough/peak
wfth 3rd dose [baseline for therapeutic dosing]."

Medical racord review of Physician's Telephone
Order dated 7/29/15 and timad 0930 {£:30 AM)
revealed "Hold gentamicin, Randgm gentamigin
leel in a.m., BMP [Basic Metabolic Pansl] ang
prie-renal azotemia {abnormally high lave! of
nirogen in the bleod).”

I
M[adica! record review of Gentamigin Trough,
Serum with collection date of 7/28/15 revealed
result of 2.4 ug/mL {micrograms per milliliter),
flagged as "High" with reference interval 0,0 - 2.0,

Medical record review of Gentamicin, Random
with collected date of 7/20/15 and timed 9:08
AM. revealed resuit of 2.9 ug/mL. "Peak range is
8.0 - 10.0 ug/mL. Trough range is 0.5 - 2.0
ugimL.,"

Medical record review of the Medication Record
revealed the Gentamicin was administered at
8,00 PM on 7/26/15 and at 8:00 AM on 773015,

R(’Syiew of a Medication Variance Report dated
7/80/15 revealed .. Date and time Variance
Opcurred: 7-29-15...Medication involved: Order

written 0930 [9:30 AM] to hojd Gentamicin & [and)

Obtain Random Gentamycin level in AM 7-30-15,
Not taken off by nurse.. "

Intarview with RN #2 Unit Manager on 4/21/16 at
8:36 AM, in the conference room and review of
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8. Medication Record confirmed the 8:00 PM
dasé of Gentamicin on 7129/15 and the 8:00 AM
dgse of Gentamicin on 7130115 was given and
sir;ould have been held per Physiclan's order,

4 AM, in the conference room confirmed if an
order is written to hold the Gentamicin the
expectation is the dose will be held. Continued
intarview confirmed the order written by the nurse
priactitioner 1o hold the Gentamicin was because
thl'{a Gentaricin level was elevated.

!rterview with the Medlcal Director on 04/25/16 at
8
|

Mdicat record review revealed Resident #93 was
aci!_rnitted to the facility on 10/13/15 with diagnoses
including Alzheimer's, Dermentia with Behaviors,
Arixiety, Depression, Defusional Disorder.
Diabetes Mellitus Type !, and Hypertension.
Medical record review of the Vitamin lével,
dated 2/1/16 revealed .. 22.4 Low,..ng/m
[n!;'qnogramimiililiters].‘.range 30.00-100.0...
Medical record review of the Physician's.
Telephone Orders dated 2/9/16 revealed "Vit
Ei:tamin] D 50,000 U finternationat units] to be
given 2 x [times} weeks, Dg [diagnosis) Vit D
déficiency.”
Medical record review of the Medication Record
dated 3/4/16 revealed "Vitamin D 0,000 U to be
given 2 x per waek. Dg: VD [vitamin D}
Deficiency.” Further review revealad Vitamin D
was administered from 3/4/16 through 3/9718s.

Medical record review of the fagility investigation
dated 3/8/16 revealed "..wrong dose...wrong
tij;ie...vit D.." Further review revealed "..done
BLD [twice a day] 2 x a week Supposed to be 2 x
weekly dally,..” Further review revealed “...order
M5ioR of Health Gare F3oies
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improperlyinot flagged as new to be taken off,
chart check signed for 3/4..

Medical record review of the Medication Recorg
dated 3/11/16 "Vitamin D 50,000 1L} to be given 2
X per week dg: VD Deficiency."

Interview with the DON on 4/20/16 at 12:55 PM,
ir:the Conference Room confirmed the Vitamin D
was not transcribed from 2/9/16 untif 3/4/1 8,
transcribed incorrectly rasulting in 7 missed
doses frém 2/9/16 to 3/4/18 and from 3/5/16 to
3/9/6, 5 incorrect doses (administered 2 times a
day instead of once daily twice a week),

ontinued Interview confirmed the facllity failed to
ensure the correct transcr| ption of the Vitamin D
medication,

Medical record review revealed Resident #177
was admitted (o the tacility on 5/8/18 with
diaghoses ineluding Syncops and Collapse,
Orthostatic Hypotensgion, Diabetes Mellitus Type 1!
Uncontrolled, and Bipolar Disorder.

Medical record review of the Physician’s
Telephone Orders dated 5/18/16 at 1300 (1:00
PM), revealed "..Levagquin [antibiotic}] 500 mg po
[by mouth] daily x ftimes} 7 days - UT) [Urinary
Tract Infection]...” Further revigw revealed the
order signed off by the LPN #3 on 5/18/16 at 2:15
PM. '

Medical record review of the facility invesfigation
dated 5/19/16 revealed ".. ordered @ [at) 1300
med should have been given by 5 pra, Avail
[available) in EBox {emergency medication
box]..."

Medical record review of the Medication Record
dated 5/16 revealed Levaguin 500 mg po daily x 7
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déys UTI the first dose administered at 8
on 5/19/18.

Station revealed the
hours of when ordered.
Interview with LPN #3 on 4/20/16 at 3:30
order was signed off on

LPN #3 failed to administer the antibiotic
was available for use in the facility,

00 AM

Interview with the Unit Manager/Registered Nurse
(#2) on 4/20/16 at 2:40 PM, at the 400 Nursing
Levaquin was available in
the facllity to begin antibiotic treatment within 6

the conference room confirmed the medisation
3/18/16 at 2:15 PM, and

PM, in

when jt
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